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THE presentation and course of Drusenfieber or glandular fever was described in
1889 by Pfeiffer whilst in 1909 Burns first observed the increase in the monouclear
elements of the blood which is the usual accompaniment of this illness. Unaware
of this work, Sprunt and Evans (1920) gave the name "infectious mononucleosis"
to a febrile illness with glandular enlargement in which atypical mononuclear
cells appeared in the peripheral blood. Tidy and Daniel (1923) realised that the
two conditions were identical. Since the discovery by Paul and Bunnell (1;932) of
a heterophil agglutinin in the serum of patients with infectious mononucleosis and
the introduction of Davidsohn's (1951) differential test, diagnosis has been
facilitated.
The complications of infectious mononucleosis are many and varied and
amongst the more hazardous is rupture of the spleen. It is possible that the cases
of spontaneous splenic rupture observed by Frieselben (1922) and Attlee (1932)
were concomitant with glandular fever but the first authentic illustration of the
association was presented by King (1941). In a survey of the records of the Army
Institute of Pathology undertaken by Smith and Custer (1946), it was revealed that
glandular fever ranked second only to malaria as an underlying disease in cases
classified under spontaneous rupture of the spleen: there had been a fatal outcome
in 4 of the 7 cases cited. Beswick (1955) in a review of the literature, noted that
in 20 autopsies carried out on patients suffering from glandular fever, death was
in 9 instances due to rupture of the spleen: in 21 recorded examples splenectomy
had been successful.
In view of the high mortality rate and rarity of rupture of the spleen in the
course of infectious mononucleosis, a further example is recorded.
CASE HISTORY
The case concerned a 23 year old dance band musician. For a week prior to
admission to hospital, he had felt unwell having had low back pain and attacks of
sweating. A sore throat and dysphagia developed and he was treated with oral
penicillin. Although feeling faint, he decided to return to work in the evening of
the 2nd September, 1966. Before starting work he became dizzy and nauseated
and while attempting to return home, he collapsed and became semi-conscious.
He complained of pain in the left side of his chest and upper abdomen. A pro-
visional diagnosis of myocardial infarction was made and he was transferred to
a hospital medical ward.
On examination in hospital the same evening, he was profoundly shocked but
56conscious: the pulse rate was 120 per minute and the blood pressure was
unrecordable. A few small cervical glands were palpable and the tonsils appeared
inflamed. The abdomen was not obviously distended. There was slight guarding
over the upper abdomen but no real tenderness or rebound tenderness.
An E.C.G. showed only non-specific T-wave changes. The haemoglobin level
was 12.3 gm. per 100 ml.: the white cell count was 34,700 per cubic mm. with
64 per cent atypical monocytes and 32 per cent neu-trophils: platelets were
plentiful. The findings were suggestive of infectious mononucleosis. Internal
haemorrhage was suspected and blood transfusion instituted. A peritoneal tap in
the left hypochondrium produced blood and rupture of the spleen seemed likely.
At operation early on the 3rd September, the abdomen was explored through a
left paramedian incision. The peritoneal cavity contained a large amount of clotted
and fluid blood. The spleen was enlarged to approximately 21 times normal size.
The capsule was almost completely separated from the pulp and there was a 5 cm.
long tear anteriorly. Blood loss was estimated to be S litres. A splenectomy was
performed.
A screening test for glandular fever (Hoft and Bauer 1965), on a sample of
blood taken prior to transfusion, was positive. A serum heterophil agglutination
titre of 1 in 224 after guinea pig kidney adsorption was obtained, the sample
having been taken after the transfusion of 6 pints of blood.
Histologically, the splenic pulp was highly cellular and contained numerous large
atypical lymphocytes and mononuclear cells. The trabeculae, adventitia of some
arteries and the sub-intimal zones of veins were infiltrated by large cells. The picture
was consistent with a diagnosis of infectious mononucleosis.
The patient made a good recovery and was discharged from hospital 13 days
after operation.
DIscussIoN
Clinical findings and post-mortem reports illustrate the widespread lesions which
may be found in infectious mononucleosis. Distension of the spleen and infiltration
of the trabeculae and capsule by lymphocytes and the atypical mononuclear cells
account for the relative ease with which rupture may occur. In most recorded
instances, the complication has supervened towards or after the end of the second
week of the disease by which time the splenic changes have developed (Erwin et a)
1959). A history of trauma may or may not be elicited (Timmes and Averill 1948)
and rupture of the spleen has occurred with the patient at rest in bed (Melville
1955). Palpation of the spleen has been implicated (Smith and Custer 1946) and
symptoms have followed contraction of abdominal musculature and defecation
(Freeman 1962). This has been explained on the basis of congestion consequent
upon the increase in portal pressure which occurs. There may be recurrent episodes
of haemorrhage with temporary sealing of the capsular tear by thrombus. In the
case recorded above the splenic changes had fully developed although symptoms
were only of approximately one week's duration. No history of severe injury was
obtained and it is likely that bleeding from the spleen commenced several hours
before the patient collapsed.
Needle aspiration was of value in this case in confirming the diagnosis of intra-
peritoneal bleeding, especially in view of the possibility of myocardial infarction.
57SUMMARY
A 23 year old male presented in a profoundly collapsed condition. Haematologi-
cal findings were suggestive of infectious mononucleosis and a diagnostic peritoneal
tap produced blood. Rupture of the spleen was suspected and confirmed at
operation.
We wish to express our thanks to Dr. J. C. Davison and Mr. W. A. Hanna for permission
to publish details of this case and to Dr. C. C. Kennedy for his help in the preparation of the
paper.
The histological examination of the spleen was by Dr. F. Alexander.
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BOOK REVIEW
PRACTICAL ANAESTHESIA FOR LUNG SURGERY. By Ruth Mansfield and
Richard Jenkins. (Pp. 202; figs. 47. 50s). London: Bailliere, Tindall & Cassell,
1967).
THIS book is aimed at the registrar anaesthetist learning about the special problems of lung
surgery, a field which has diminished so much that it is difficult to obtain experience of
all aspects, outside the largest of chest hospitals. It is written by anaesthetists, a physiologist
and two physiotherapists from the Brompton Hospital and emphasises the techniques used in
this centre.
The section on physiology by Francis J. Prime covers clearly the essentials of compliance,
ventilation/perfusion ratios and gas transport but inevitably omits large aspects of pulmonary
physiology of which the anaesthetist needs to know, such as the role of surface tension in
alveolar collapse and the pulmonary aspects of cardiac disease.
The pharmacology of a wide range of agents is discussed and here one feels that too many
drugs are mentioned and treated rather inadequately. The main justification of the book is
for the chapter on "Control of Secretions" where posture, blockers and endobronchial tubes
are described in detail. The chapters on Anaesthetic Technique for different operations also
contain much information not readily available elsewhere.
The supporting chapters are only of value as brief introductions and for this reason more
references would have been welcome. However, it is a book covering a limited field in detail
and is therefore valuable reading for any candidate for the F.F.A. examination. The illus-
trations are clear and the production is exceptionally good.
R.S.J.C.
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